and 4 beard) and 14 cleft lip repair (6 unilateral, 8 bilateral) were included in the study. Firstly the recipient areas were assessed for scar width and maturity, the number of needed donor grafts, the angle and direction of the existing hair around scar. The occipital and post auricular scalp area were selected as donor sides for scalp, sideburn and eyebrow scars. If there were adequate follicular unit in the submental beard region, it was selected as donor side for moustache and beard scar; if were not, scalp was selected again. Two teams that extraction and implantation worked together for shortening the duration of ischemia. Çeviri hatasýAll patients were discharged on the same day with analgesics and antibiotics. The patient was called for control at the 2nd week, 1st, 3rd, 6th, 12th months and digital photographs were taken. Graft survival and patient satisfaction were assessed with Photoshop program and the patient satisfaction scale (1: not satisfied, 0: neutral, 1: moderate,2: good, 3: very satisfied) at postoperative 1 year.
RESULTS:
There were no major complications in the early postoperative period, transient edema due to tumescence infiltration and pain responding to simple analgesia. In the late period, one epidermal inclusion cyst developed, treated with excision. Mean survival rate of grafts was 86%. 20 patients were very-well satisfied (3), 7 were good (2).
CONCLUSION:
The scarring alopecia is a challenging problem to deal with affects the social and psychological condition of the patient in the aesthetic units.
2,3 Focal unit extraction technique(FUE) hair and beard transplantation is an easy, low cost, minimally invasive and alternative treatment with high success and satisfaction rate in scar camouflage.
INTRODUCTION:
Ventral hernia repair (VHR) remains a difficult surgical problem to manage. Retromuscular sublay mesh placement in VHR consistently provides favorable outcomes regardless of mesh type utilized, presumably highlighting the importance of the posterior rectus sheath. We hypothesized that posterior sheath repair to achieve retromuscular closure demonstrates improved outcomes compared to intraperitoneal repair as well as comparable recurrence and complication profiles to retromuscular sublay repair.
METHODS:
We performed a single-institution retrospective review over three-years of consecutive hernia repairs for two surgeons. Included patients were grouped according to repair-type: A) sublay placement with reconstructed posterior sheath, B) retromuscular repair with unaltered posterior sheath, and C) intraperitoneal or underlay repair. Primary outcome measures included hernia recurrence and surgical site occurrence (SSO). Analysis included multivariate logistic regression and descriptive statistics.
RESULTS:
One-hundred seventy-nine patients met inclusion criteria. There were 25 (14.0%) in Group-A, 89 (48.7%) in Group-B, and 65 (36.3%) in Group-C. Groups did not differ in average age 56.5 (p<0.298), BMI 32.4 (p<0.774), incidence of diabetes, hypertension, hyperlipidemia, COPD, tobacco use, OR time, or ostomy reversal. The majority of cases consisted of ASA class 3 (54.2%), Ventral Hernia Working Group (VHWG) class 2 (47.5%), and clean wound classification (63.7%). Prior hernia repairs were performed in 102 (57%) patients. Biologic mesh was used in 56 (31.3%) patients, synthetic in 103 (57.5%), and biosynthetic in 20 (11.2%). Patient post-operative follow-up averaged 15.5 months. Analysis of 11 recurrences yielded significant differences between Groups-B and C (p<0.009), a trend towards significance between Groups-A and C (p<0.058), and no difference between 
